The role of Quality Improvement Initiatives
Supported by Growth through Nutrition Activity
to Improve Quality of Nutrition Services at
PHCUs

Final Report

February 2020
Growth through Nutrition Activity
Tufts University
Addis Ababa, Ethiopia

pg. 1 Study Report on the Role of Quality Improvement Initiative to Improve the Quality of Nutrition Services at PHCUs

Contributors
Name

Organization

Abdulhalik Workicho

Tufts University

Rahel Gizaw

Tufts University

Eileen Kennedy

Tufts University

Meghan Kershaw

Tufts University

Zenebu Yimam

Save the Children

Lioul Birhanu

Save the Children

Cherinet Abuye

Save the children

Yibeltal Kiflie

Consultant

Page | i

Acknowledgement
The research team would like to extend its gratefulness to management and staff of study health
facilities who provided unlimited access to their quality improvement records and spent their
precious time as key informants and focus group discussants. We would also like to thank data
collectors and supervisors involved in this assessment. Growth through Nutrition Activity staff
provided constructive feedback on the draft proposal and report. They have also provided us
unreserved support in facilitating the data collection process. They deserve our sincere
gratefulness.

pg. ii Study Report on the Role of Quality Improvement Initiative to Improve the Quality of Nutrition Services at PHCUs

Executive Summary
Introduction
The Government of Ethiopia has placed substantial emphasis on improving quality of health
services. This has led to the adoption of a national policy on healthcare quality and the
introduction of several initiatives that intend to improve quality of health services provided at all
levels of the health system. Growth through Nutrition (GTN), a 5-year USAID Feed the Future
nutrition project in Ethiopia, has been providing technical and financial support for quality
improvement on nutrition interventions within Primary Health Care Units (PHCU), ensuring
availability of nutrition commodities, and data use for evidence-based decision-making processes
for program refinement. In August 2019, the project has progressively reached 551 PHCUs to
support increased uptake of nutrition services by mothers and young children, out of which 101
model HCs and one HP under their respective catchment were selected and supported to apply
QI models. This study intended to assess the role of quality improvement initiatives in improving
nutrition interventions at PHCU level and identify challenges and facilitators of implementation
to facilitate learning.
Methods
The study employed a cross sectional study involving both quantitative and qualitative methods
supplemented by secondary analyses of QI project data to assess the level of implementation of
Quality Improvement (QI) processes, the extent to which QI projects have brought actual
improvements, and barriers/facilitators for implementation of QI activities. Sample size was
determined using LQAS technique. The sample included 22 randomly selected PHCUs
implementing quality improvement under the support of the project in Amhara, Oromia, SNNP,
and Tigray regions of Ethiopia. Quantitative data was obtained primarily by reviewing quality
improvement documents. Qualitative data was collected through key informant interviews and
focus group discussions at health post (HP), health center (HC), and Woreda Health Office levels.
STATA version 14 and OpenCode Qualitative Data Management Software were used to assist in
quantitative and qualitative data management/analyses, respectively.
Results
Data was collected from 22 HCs and 21 HPs, making a response rate of 100% and 95.5%,
respectively. Data was also collected on 61 QI projects implemented by study HCs and 15 QI
projects implemented by HPs.
All study PHCUs received training from the project for their technical staff. Seven HCs also
reported they received additional support on quality improvement from other organizations. All
pg. iii Study Report on the Role of Quality Improvement Initiative to Improve the Quality of Nutrition Services at
PHCUs

study HCs and 85.7% of HPs have established QI teams. At least one QI team meeting during the
one-month period preceding data collection was reported by 31.8% of HCs and 28.6% of HPs. At
least one quality measurement activity was conducted during the one-month period preceding
data collection in 18.2% and 19.0% of HCs and HPs, respectively. Following support from the
project in the form of training and coaching on quality improvement, Model for Improvement
(MFI) was implemented in 90.9% of HCs and 38.1% of HPs.
Implementation of MFI focused on measuring and improving a range of nutrition interventions
targeting both mothers and children. Implementation of MFI was relatively better in HCs than
HPs; implementation at HPs was very low in coverage and inadequate in intensity. During the
one-year period preceding data collection, a total of 96 measurement processes were initiated
by 20 HCs using 21 different quality of care indicators. Measurement processes at HCs involved
at least two time points in 71% of the cases. Wide measurement interval was a common
limitation in MFI measurement processes with only 50.0% of measurement processes having
between-measurement interval shorter than five weeks. Almost all measurements were linked
to quality improvement actions. The commonest quality improvement actions both in HCs and
HPs were related to making equipment and supplies available. Kaizen was implemented in 95.5%
of HCs and 95.2% of HPs. Progress towards implementing Kaizen as a daily routine was in general
higher for initial steps with relatively lower achievement in the areas of standardizing and
sustaining.
Follow-up data was obtained for 54 QI projects from HCs and 15 QI projects from HPs. Findings
showed that evidence of effectiveness was found for 35 (64.8%) of the QI projects at HCs and 3
(20%) of them from HPs. Aggregate data showed that 14 of the HCs have improved quality of
care through MFI which was marginally significant compared to the LQAS decision rule of 14 out
of 22.
Qualitative data identified a number of facilitators and barriers to implementation of QI models.
Implementation was facilitated where there was strong QI structure, support from supervisors,
strong capacity for service delivery, and when the models were perceived as simple to
implement. On the other hand, barriers for implementation were linked to limited ownership,
focus on reportable output indicators, gaps in QI technical capacity, need for interventions
beyond scope of control, inadequate support, and unfavorable contextual factors.
Conclusion
Quality improvement models have been effectively introduced in project supported PHCUs.
Institutionalization is however in its early stage. While Kaizen was implemented in both HC and
HP settings, implementation of MFI has been mostly limited to HCs. MFI projects in HCs were in
general effective in improving targeted nutrition interventions; however, there were several
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ineffective projects suggesting gaps in root cause analyses and intervention development among
HC level QI teams and inadequate capacity at HP level. Facilitators and barriers to
implementation of QI models include but are beyond technical capacity of individual health
workers.
Recommendation
Continued support is needed to ensure sustainable implementation of QI processes in target HCs
and HPs. It is important to strengthen support from the project as well as supervising institutions
with a strong component to monitoring progress of each facility in implementing components of
applied QI models. Linking processes of Kaizen with MFI and developing simplified approach for
implementation of MFI at HP level should be priorities for further adaptations of the models in
the future.
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1 Background
Ethiopia has made great strides in improving health and nutrition indicators for its population
over the past two decades. Between 2000 and 2019, the prevalence of wasting among children
decreased from 12% to 7%; underweight decreased from 41% to 21%; and that of stunting
decreased from 58% to 37%. These changes in nutritional status of children along with
improvements in coverage of other lifesaving health interventions contributed to noticeable
reduction in childhood mortality (1-3). Despite remarkable improvements, rates of childhood
mortality, morbidity, and malnutrition are still unacceptably very high (3-6). According to results
of the 2019 Ethiopia Mini-Demographic and Health Survey in a cohort of 1000 live births, 55
would die before their fifth birthday; 43 would die during their first birthday; and 30 would die
during their neonatal period (3). Malnutrition, particularly undernutrition, is known to contribute
for up to 45% of deaths among under-five children in low- and middle-income countries (7).
Increasing utilization of maternal and child health services in Ethiopia (3) which involves
interaction of pregnant women and children with different levels of the health system has
created vast opportunities for addressing nutrition related problems through micronutrient
supplementation and nutritional counselling. These opportunities are unfortunately not
adequately utilized. The 2019 Mini-DHS report indicated that coverage of a dose of Vitamin A
supplementation over a period of six months among children in the age range of 6 to 35 months
was only 47.1%. Even though the coverage of antenatal care from skilled health professionals for
most recent pregnancy in five years reached 73.6%, the coverage of Iron Folic Acid (IFA)
supplementation for a period of 90 or more days was only 11%. A quarter of children in the age
range 18-23 months are not breastfed and only 59% of children under the age of six months are
exclusively breastfed (3). As contact of pregnant women and children with the health care system
increases, improving quality of care provided during each contact would allow addressing a
number of nutritional problems through supplementation and nutritional counseling.
In recent years, the government of Ethiopia (GoE), including the health sector, has placed
substantial attention to improving quality of care with the purpose of increasing satisfaction of
service users and improving the wellbeing of the population. These efforts are demonstrated in
the number of quality initiatives, activities, and tools that have been developed and implemented
over the past decade. These initiatives include the adoption of a national healthcare quality
strategy (8) and the Ethiopian Hospitals Management Initiative (EHMI) that subsequently
progressed into the Ethiopian Hospitals Reform Implementation Guideline (EHRIG) and
subsequently the Ethiopian Health Center Reform Implementation Guideline (EHCRIG) (9, 10).
The Ethiopian National Health Care Quality Strategy (8) has outlined a clear roadmap for
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addressing key quality challenges and for accelerating the improvement of health care quality.
These initiatives have been instrumental in the implementation of the Health Sector
Transformation Plan (HSTP), which has given due emphasis to quality through appropriate design
for quality planning, quality control and quality improvement at all levels of the health care
delivery system (11). The GoE has also continued its focus on quality improvement by promoting
Kaizen and Model for Improvement (MFI) as quality improvement approaches applied across
multiple sectors including the health sector, where the models have been used as a means of
achieving better health care and health outcomes (Box 1).
Box 1: Kaizen and Model for Improvement - Brief Descriptions
Kaizen focus 5S: Sort, Strengthen, Shine, Standardize and Sustaining principles in improving
the working environment of health facilities mainly cleanness and work place organization to
improve the quality of service provision.
Model for Improvement focus on improving the health service delivery by identifying health
service problems and providing innovative ideas that can be tested and spread for potential
improvement of the quality of services. The model is based on three fundamental questions:
(1) What are we trying to accomplish? (2) How will we know that a change is an improvement?
(3) What changes can we make that will result in improvement? These questions are combined
with the Plan-Do-Study-Act (PDSA) cycle to accelerate improvement

Lessons from implementation of the two quality improvement models in different parts of
Ethiopia at different levels of the health system suggested that quality improvement activities
can lead to better health outcomes by improving health facility management, addressing barriers
to service utilization, improving comprehensiveness of care, and minimizing missed opportunities
for service provision (12). A study on application of quality improvement models at service
delivery points close to communities (including the Health Extension Program of Ethiopia) also
suggested that quality improvement processes support improvement of health outcomes (13).
The Federal Ministry of Health recommends the implementation of quality nutrition-specific
interventions guided by a Comprehensive and Integrated Nutrition Services delivery (CINuS)
approach. The CINuS approach promotes provision of integrated and inter-linked nutrition
services at every service delivery point in order to improve the nutritional status of children,
pregnant women, and mothers. Effective implementation of nutritional interventions in health
facilities requires regular provision of screening for malnutrition, counseling, supplementation,
and deworming services to women and children attending MCH clinics for different purposes.
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Quality improvement to ensure provision of comprehensive services for clients visiting
healthcare facilities allows assessing the level of implementation of these interventions,
identifying gaps, exploring root causes of performance gaps, implementing possible solutions,
and assessing effectiveness of implemented solutions. Despite the implementation of several
quality improvement initiatives by the GoE in the past few decades, maintaining quality and
equitable health services remains a challenge for the health sector, especially at lower level
health facilities (14, 15).
Growth through Nutrition, a 5-year USAID Feed the Future nutrition project in Ethiopia, has been
providing technical and financial support for implementing this approach, from national to
primary health care unit (PHCU) levels, particularly in the areas of quality improvement, nutrition
commodities, and data use for evidence-based decision-making processes for program
refinement. The quality improvement component of the project supported PHCUs including
health centers and health posts to initiate and maintain quality improvement processes. The two
models recommended in the National Quality Strategy (8), Kaizen and Model for Improvement,
have been the models that the project’s support has focused on.
The project aims at building the capacity of woreda health offices, health centers, and health
extension workers (HEWs) to deliver quality health and nutrition services, ensuring availability of
nutrition supplies and equipment’s, eventually leading to improvement in quality of health and
nutrition services and adoption of recommended nutrition practices at household and
community levels. Program support at the federal and regional level includes support to QI
activities through providing technical support to FMoH in the development of Quality
Improvement training manuals working jointly with other QI implementing partners like
Transform PHC, Nutrition International (NI), John Snow, Inc. (JSI), and on other platforms, and
organizing QI field visits to health facilities. At the PHCU level, the project has been supporting
the implementation of two QI initiatives, Kaizen and Model for Improvement.
The project is currently supporting one model QI PHCU per woreda in 101 intervention woredas
to showcase continuous improvement in delivery of nutrition services by applying QI models.
These PHCUs have received QI trainings and frequent coaching visits so they can serve as a
learning platform for non-model PHCUs within the same woreda. The non-model sites also
receive supportive supervision and coaching once in a quarter. The planned peer experience
sharing visits help to bring non-model sites to visit model sites and enable non–model sites to
apply QI models and improve the quality of nutrition services informed by experience sharing
visits. (Box 2)
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Box 2: The Work of Growth through Nutrition on QI (Source: QI team)

The work of Growth through Nutrition on quality improvement so far
(Source: Project background information from QI team of Growth through Nutrition, Save the Children)
Growth through Nutrition has been supporting the health system to enhance effective coverage and
quality of nutrition-specific services that include maternal nutrition education and counseling, promotion
of optimal breastfeeding and complementary feeding, and preventive and therapeutic nutrition services
and micronutrient supplementation for mothers and children. It is a member of the National Health Care
Quality TWG and aligned its QI plan with HSQD plan. It has been providing technical support to the health
sector such as developing quality improvement manuals at national level as well as supporting health
facilities in implementing quality improvement models with nutrition services perspective. The project
particularly works to showcase application of nationally recommended QI approaches at PHCU level,
including at health post/community level so as to improve both therapeutic and preventive nutrition
services.
Growth through Nutrition in consultation with the woreda health offices selected 101 PHCUs (1 PHCU per
woreda) as a learning platform to other PHCUs and supported those PHCUs in applying Kaizen 5s and
Model for Improvement in four regions and supported establishing Performance Monitoring and Quality
Improvement team. As quality service delivery is highly reliant on the technical skill and knowledge of
health service providers, the project supports capacity building activities of health workers and HEWs
through the provision of off-site standard trainings, on-site coaching and supportive supervisions. The
project has provided quality improvement training for 934 health workers and oriented more than 1000
HEWs since 2016 and continue on-site mentoring and coaching activities to underscore provision of
quality routine services and application of QI models. Coaching visits conduct jointly with woreda nutrition
focal persons and selected QI health centers reach twice per quarter, and health posts at least once per
quarter. It also supports health facilities in incorporating QI agenda in their regular PHCU’s review
meetings that involve both health centers and health posts under their catchment to build the capacity of
health extension workers in providing integrated health and nutrition services.
Growth through Nutrition has provided technical and financial support to model PHCUs in organizing 41
learning visits for staff from 82 non-model PHCUs involving zonal and woreda nutrition and quality focal
persons since 2018 to prompt replication and scale-up of effective QI implementation beyond project
implementation areas and ensure inclusion of QI approach into nutrition-specific interventions. The
project also published best QI projects using existing publications such as the National Health Care Quality
bulletin, shared lessons in poster presentations at the 6th National Annual Quality Summit and in a similar
regional event organized by Oromia Regional Health Bureau.
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Anecdotal evidences on the status of implementation of quality improvement activities in project
supported facilities showed that there has been improving institutionalization of quality
improvement processes but with variable speed and intensity. The purpose of this study was to
systematically assess improvements in the quality of prioritized health services provided at
selected PHCUs after implementing QI models with the purpose of creating better understanding
about the contribution of project supported QI initiatives. The study also looked at facilitators
and barriers to quality improvement initiatives by examining existence of QI structures, their
functionality, human resource capacity and skill, leadership, supportive supervision, and
existence of tools, equipment, and guidelines.

2 Objectives of the study
2.1 General Objective
The general objective of this study was to assess the implementation of quality improvement
initiatives supported by the project, their effectiveness in improving quality of health and
nutrition services provided in targeted PHCUs, and factors influencing QI initiatives.

2.2 Specific Objectives
Specific objectives of the study are to assess:
1. the level of implementation of QI initiative (Kaizen and MFI) among PHCUs supported by
Growth through Nutrition Activity
2. improvements in the quality of targeted health and nutrition services at PHCUs
implementing Kaizen and MFI in PHCUs supported by the project
3. barriers and facilitators in the implementation of QI initiatives (Kaizen and MFI) at PHCUs

3 Methods
3.1 Study Area and Period
This study was conducted at PHCUs in the four regions targeted by Growth through Nutrition
project in Ethiopia, namely Amhara, Tigray, Oromia and SNNP regions. Data for the study was
collected in August 2019.
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3.2 Study design
A cross-sectional study employing mixed methods of data collection supplemented by secondary
analyses of QI project data was used. The quantitative aspect of the study focused on assessing
the level of implementation and effectiveness of QI initiatives; the qualitative aspect of the study
focused on identifying facilitators and barriers to QI implementation in targeted PHCUs.
3.2.1 Quantitative study
Data on implementation of quality improvement processes was obtained by interviewing QI focal
persons and reviewing minutes of quality improvement teams. Health facilities keep records of
baseline and progress measurements on quality of care indicators for each of their quality
improvement projects using standard tools provided to them as part of the project. These
measurements were collected and analyzed to assess the effectiveness of specific quality
improvement projects on relevant measures of quality among facilities implementing MFI.
Performance data on QI targeted indicators were collected by reviewing health facilities’ plan for
improving specific targets/outcomes.
3.2.2 Qualitative study
Key Informant Interviews (KII) and Focus Group Discussions (FGD) were conducted to identify
barriers and facilitators of QI implementation in study PHCUs. The focus of KIIs and FGDs was
primarily on factors that possibly would explain variations in levels of implementation and
effectiveness of QI initiatives across PHCUs. Some of the focus areas include capacity of health
care providers, examining existence of QI structures, their functionality, friendliness of tools,
guidelines, quality of supportive supervision, and support from zonal and woreda offices. KIIs
were conducted with Growth through Nutrition zonal coordinators, woreda health office heads,
PHCU directors, QI focal persons and, HEWs. FGDs were held at HCs with QI committee members.

3.3 Study population
The study population included a random sample of PHCUs supported by the QI component of
Growth through Nutrition Activity to implement quality improvement initiatives. Quality
Improvement team members from sampled HCs and HEWs from HPs, QI focal persons at HC and
WoHO, and Growth through Nutrition zonal coordinators were included in the study. PHCUs that
have been supported by the project for at least one year were eligible for the study.

3.4 Sample size and sampling strategy
Growth through Nutrition has been supporting implementation of QI activities in 95 PHCUs in
four regions – Amhara, Oromiya, SNNP, and Tigray. Lot quality assurance sampling (LQAS)
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method was used to estimate the number of PHCUs that should be included in the study. A webbased LQAS sample size calculator, developed by FHI 360 through the Food and Nutrition
Technical Assistance II Project (FANTA-2) Bridge, was used for the calculation (16).
Assumptions for calculation of number of Health Centers were:
-

Total number of PHCUs targeted by the project: 95 PHCUs
Outcome of interest: proportion of PHCUs that improved quality of health and nutrition
related services
Upper threshold: 80%
Lower threshold: 50%
Margin of errors: α = 5% and β = 5%

This results in a sample size of 22 with a decision rule of 14. All quality improvement projects
designed and implemented by the 22 sample PHCUs were to determine whether a health facility
has brought improvement in quality of care or not.
A random sample of 22 PHCUs was selected from a database of 95 project supported PHCUs that
were reported to be implementing QI mechanisms in 2019. The 95 PHCUs were stratified
according to their time of enrolment in the implementation of the QI models. Among the 95
PHCUs , 31 were enrolled in 2017 while 64 were enrolled in 2018. The sample size was allocated
to these two groups of PHCUs based on proportional allocation method. Accordingly, eight
PHCUs from those enrolled since 2017 and fourteen PHCUs from those enrolled since 2018 were
selected. One health post receiving support for quality improvement was then included from
each sample PHCU. The list of sample HCs and HPs is presented in (Table 1).
Table 1: List of sample PHCUs by woreda, region and year of enrollment
Region

Amhara

Oromia

Year of
Woreda
enrollment
Wogera
Dembia
2017
Takusa
West Belesa
Dejen
Delanta
2018
Habru
Kewet
2017
Arsi Nagelle
2018
Wenchi

Health Center

Health Post

Gedebigie
Aymba
Sebiserako
Worhala
Hagere selam
Chewkuter
Wurgesa
Tere
Dole
Chitu HC

Workdemo
Senbet Debir
Chachi
Worhala
Yenagnat
Arka Cinga
Mehal Amba
Hadaboso
Harol Beseka
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Region

SNNP

Tigray

Year of
Woreda
enrollment
Sinana
Bako
Lalo Asabi
Adami Tulu
2017
Mirab Azernet
Gumer
Alicho Wuriro
2018
Misrak Azernet
Anilemo
Cheha
Enda-mehoni
2018
Naeder Adiet

Health Center

Health Post

Salka
Tibe HC
Enango
Bulbula
Mugo
Bole
Kotere
Adazer
Achamo
Emdibir
Shimta
Debre-genet

Jafera
Oda Haro
Gerjo Siben
Arba
MIRAB MUGO
Dirbona senen
Lemlem 3
Lay Adazer
Mento Akebala
Yefereziye
Tekle Haimanot
Debregenet

3.5 Variables of the study
1. Level of implementation of QI processes
Level of implementation of QI processes was assessed with a focus on areas that have proven
effectiveness in improving quality of care and been priority strategies of QI support. The
assessment looked at 1) availability and functionality of a QI team, 2) implementation of MFI, and
3) implementation of Kaizen.
2. Effectiveness of QI projects
Implementation of QI models was, by design, based on findings from each PHCU’s gap
assessment and identification of key services in need of quality improvement. This takes into
account that targets for quality improvement vary across study health facilities. Outcomes
assessed in this study were quality care indicators identified by study health facilities themselves
as priority targets for improvement. Each quality improvement project was classified as effective
or not-effective based on the level of improvement observed between baseline and follow-up
measurement. A project was considered effective if follow-up measurements indicated one or
more of the following criteria for improvement:
1. Shift: six or more consecutive data points either all above or below the median. Points
on the median do not count towards or break a shift.
2. Trend: five or more consecutive data points that are either all increasing or decreasing in
value. If two points are the same value ignore one when counting
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3. Too many or too few runs: If there are too many or too few runs (i.e. the median is crossed
too many or too few times) that is a sign of non-random variation.
4. An astronomical data point: a data point that is clearly different from all other follow-up
data points.
Once each project was labeled as having improved or not improved its target indicator, health
facilities were classified as having improved or not improved quality based on the proportion of
their projects that have brought improvement. A health facility was considered as improved if at
least half of their QI projects were effective (Figure 1).

Figure 1: Criteria for assessing improvement at HC level

3.6 Data collection tools
Quantitative data was collected using structured tools to measure quality improvement efforts
and results using indicators as set by respective health facilities. Quantitative data collection tool
with three separate modules were used to collect data from each study health center and health
post. The modules include 1) QI functionality assessment module, 2) Quality improvement
project assessment module, and 3) Kaizen implementation assessment tool. Two version of the
tool were used for data collection, one for HC and the other for HP level data collection.
Qualitative data were collected through key informant interviews and focus group discussions.
KII and FGD guides were used to guide interviews and discussions.
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1) QI functionality assessment module
The Health Center QI functionality assessment module included questions about the status of
PHCUs in terms of adequacy of infrastructure to implement QI processes and the level of
implementation of QI processes. This includes the availability and functionality of QI teams, the
capacity of QI teams to influence technical and administrative decisions within the health center,
existence and level of implementation of community engagement mechanisms in measuring and
improving quality of care, and the adequacy of information system to support regular
measurement of quality of care. (Annex 1 and Annex 2)
2) Quality improvement project assessment module
Study PHCUs have been designing and implementing quality improvement projects of different
size, scope, and content. The quality improvement project assessment module was designed to
collect data on different aspects of each QI project implemented by study PHCUs. The tool was
designed to obtain data on baseline measurements, problem analyses processes and findings,
prioritization processes and findings, improvement objectives, improvement actions planned,
evidences on implementation of planned improvement actions, and progress data. (Annex 3)
3) Kaizen implementation assessment tool
The Kaizen implementation assessment tool included items that assess whether PHCUs have
implemented Kaizen, areas of application of Kaizen, and results (process level) achieved through
the application of Kaizen. The tool included observation checklists. (Annex 4 and Annex 5)
4) Key Informant Interview Guide
The key informant interview guide included a list of general questions along with probing items
was prepared and used for qualitative data collection from key informants at different levels of
the health system. The questions intended to serve as triggers for informants to discuss their
observations and experiences in the process of implementing or supporting quality improvement
models within their jurisdictions. The general topics covered areas including the role of the
informant in the implementation of QI, description of QI activities, challenges faced while
implementing or supporting the implementation of QI, facilitating elements for QI, and
recommendations for better implementation of QI activities.
5) Focus Group Discussion Guide
A guide to facilitate focus group discussions was prepared with a list of general questions along
with probing items. The questions were intended to serve as triggers for discussions among
quality improvement team members. The general topics covered areas including routines of the
pg. 10 Study Report on the Role of Quality Improvement Initiative to Improve the Quality of Nutrition Services at
PHCUs

QI team, reflections on the performance of the QI team, challenges faced by the QI team,
facilitators of QI, and recommendations for better implementation of QI activities within their
respective facilities.

3.7 Electronic data collection template for quantitative data collection
Each quantitative data collection module was programmed for data collection using Open Data
Kit (ODK) application. Data validation rules were incorporated within data collection templates
to prevent missing values and inconsistent records.

3.8 Data collection team formation and training
Four data collection teams each with three data collectors and one supervisor were recruited for
data collection tools. Familiarity with respective woredas, experience of data collection,
familiarity with nutrition interventions in healthcare, and speaking local languages were used as
criteria for recruitment of data collection team members. All data collection team members were
trained for five days. Contents of the training included. The data collection teams also conducted
pretesting of data collection tools and procedures as part of their training. Data collection tools
were refined based on observations from the pre-test.

3.9 Data collection fieldwork
Twelve data collectors and four supervisors were deployed for data collection in four teams. Data
was collected by trained data collectors using android tablets with 3G connectivity to allow real
time synchronization of data with a central server. Qualitative data was collected through FGDs
and KIIs. FGDs were facilitated with quality improvement teams; KIIs were conducted with
experts from WoHOs, HCs, HPs, and zonal coordinators. The focus of FGDs and KIIs was on
barriers and facilitators for the implementation of QI models at PHCU level. All interviews and
discussions were audio recorded, transcribed in the language of interview, and then translated
into English.

3.10 Data quality assurance
Data quality was assured through recruitment of experienced and qualified data collection team,
intensive training of data collection team, electronic data collection tool with in-built validation
rules, pre-testing of data collection tools and procedures, and close supervision of each data
collection team.

3.11 Quantitative data management and analyses
Quantitative data was collected using ODK data collection templates. Data was uploaded to a
central server immediately after completion of data collection in every facility. Upon completion
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of data collection, data from the central server was exported in CSV format from which it was
imported to STATA version 16 for Windows for analyses. Descriptive statistics were run to
describe study PHCUs in terms of their QI infrastructure, implementation of QI processes, and
effectiveness of their QI projects.

3.12 Qualitative data management and analyses
Audio recordings from FGDs and KIIs were transcribed and translated into the English language.
Transcripts were then coded by thematic area to categorize specific pieces of data into their
respective themes. Transcribed data were coded using OpenCode qualitative data management
software based on a pre-defined qualitative coding framework. Results of the qualitative data
were analyzed and presented in a way that helps identify key barriers and facilitators in the
implementation of QI models.

3.13 Ethical Considerations
This study belongs to the category of “Exempt human subjects research”. Exemption of full board
review was sought and obtained from Institutional Review Boards (IRB) of Tufts University.
Written permission was obtained from respective regions/District health offices. All study
participants were informed about the purpose of the study and informed consent was obtained
from all study participants before data collection. Confidentiality of issues raised during
discussions in a group was strictly maintained by the research team. Any communication of
findings will be made in a way that does not identify specific respondents.
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4 Results
4.1 Response rate and background characteristics of study health facilities
Quantitative data was collected from 22 health centers and 21 health posts making a response
rate of 100% and 95.5%, respectively. Data was also collected on 61 QI projects implemented by
study health centers and eight QI projects implemented by health posts. All the four project
implementation regions were represented. Majority of the study PHCUs, 13 out of 22, were
enrolled in the project in 2018. All study PHCUs received training for their technical staff. Seven
health centers also reported they receive additional support on quality improvement from other
organizations (Table 2).
Table 2: Background Characteristics of Study Health Facilities by Type of Facility
HCs (n=22)
HPs (n=21)
Category Number Percent Number Percent
Region

Amhara

8

36.4

7

33.3

Oromiya
SNNP
Tigray
2017
2018

6
6
2
9
13

27.3
27.3
9.1
40.9
59.1

6
6
2
9
12

28.6
28.6
9.5
42.9
57.1

Only for technical staff
For both technical and supportive staff
Receive support on QI
Yes
from other organizations
No
*Trainings on MFI and Kaizen reflect responses of respondents.

18
4

81.8
18.2

21

100.0

7
15

31.8
68.2

Year of enrollment
Training on MFI and
Kaizen*

The study identified other organizations supporting health centers on the implementation of
quality improvement activities. Among the seven health centers receiving additional support
from other organizations, six of them receive additional support from one other organization
while one of them reported receiving additional support from two other organizations.
Transform PHCU, Nutrition International, Institute for Healthcare Improvement (IHI), and JSI
were the organizations providing additional support on quality improvement to study health
facilities in addition to the support from the project. Training and coaching were the commonest
forms of support provided by other organizations.
Qualitative data was collected through key informant interviews and focus group discussions.
Ten key informants were interviewed from the four regions. Four focus group discussions were
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facilitated involving a total of 34 participants who were members of respective health center’s
QI team in the four regions (Table 3).
Table 3: Respondents of Qualitative Data Collection
Region
Amhara
Oromia
SNNP
Tigray
Zonal coordinators
Total

KIIs

FGDs
4
2
2
3
2
13

# of sessions
1
2
1
1
5

# of participants
6
14
7
7
34

4.2 Level of Implementation of QI Processes
4.2.1 Availability and functionality of QI teams
All study health centers have established quality improvement teams and assigned quality
improvement focal persons. Eighteen (85.7%) of health posts have also reported that they have
established a quality improvement team. Despite the availability of quality improvement teams
at health centers even before receiving support from the project, they have become active or
been revitalized after getting training of staff through the project. The median number of quality
improvement team members among health centers was seven, ranging from a low of four to a
high of ten. Quality improvement teams at health centers were found to have diverse
professional composition and involve decision makers as either head or member. Members
include health officers, midwives, nurses, laboratory technologists, health information
technicians, and environmental health professionals. The majority (86.4%) of the QI teams had
at least three different categories of health professionals as team members. In 40.9% of the QI
teams, at least a department head or coordinator of services was chair or member of their QI
committees. Administrative staff were also members of QI teams in some health centers (Figure
2). Even though not actively working, in the health posts which implemented MFI, quality
improvement team included community members along with the health extension workers.
Functionality of quality improvement teams was assessed in terms of holding meetings,
regularity of meetings, and using these meetings for measuring or improving quality of care.
Findings showed that 15 (68.2%) of the 22 QI teams had at least one meeting during the three
months preceding data collection; a lower percentage of them (31.8%) had met at least once
during the one-month period preceding data collection. Quality measurement and quality
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improvement action were conducted at least once during the last one month in 4 (18.2%) and 6
(27.3%) of health centers (Figure 2).

Avaialbility and functionality of QI team
QI team implemented QI action during last one month

19.0

QI team measaured quality during last one month

19.0
18.2

27.3

28.6
31.8

QI team met during last one month

38.1

QI team met during last three months
QI team with department heads/coordinators as
members

68.2

40.9

QI team with members from at least three professions

86.4

QI focal person assigned

100.0
85.7

QI team established
0.0
Percent of HPs

20.0

40.0

60.0

80.0

100.0

100.0

Percent of HCs

Figure 2: Availability and functionality of QI teams
In addition to QI teams responsible for facility-wide quality improvement activities, 21 of the 22
study health centers also had quality improvement sub-teams. Six health centers managed to
establish only one QI sub-team while majority (15 HCs) managed to establish multiple sub-teams
ranging from two to six.
Trainings provided to staff of health centers, mainly to QI focal persons, head/vice head of the
health centers and team leaders from different departments at the health centers, have the
purpose of initiating and maintaining the implementation of quality improvement models
including Model for Improvement and Kaizen. At the time of this assessment 20 of the 22 health
centers and 8 of the 21 health posts have been implementing Model for Improvement. Kaizen
was also implemented in 21 of the 22 health centers and 20 of the 21 health posts ( Figure 3).
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Percent of GTN supported health faiclities
implementing specific QI models
% of health faiclities

100.0

95.5

90.9

95.2

80.0
60.0
40.0

38.1

20.0
0.0
Implement MFI
Health Centers

Implement Kaizen
Health Posts

Figure 3: Implementation of MFI and Kaizen among GTN supported HCs and HPs

The median duration of implementation of Model for Improvement and Kaizen was 14 months
(IQR: 8.5, 18) and 13 months (IQR: 9, 17), respectively. Given the fact that majority of the study
sites were enrolled in 2018, there is short delay between provision of training on quality
improvement and initiation of efforts to implement QI models even though these efforts may
not immediately lead to quality measurement and introduction of change ideas. Key informant
interviews and focus group discussion participants mentioned that post-training follow-up
support in the form of coaching provided by the project coordinators was a facilitator for
implementation of QI models possibly explaining the short delay between training and initiation
of implementation of QI models.
4.2.2 Implementation of MFI
As shown in Figure 3, Model for Improvement was implemented in 90.9% of health centers and
38.1% of health posts among project supported PHCUs. The level of implementation of Model
for Improvement was assessed by examining evidences for the conduct of specific steps in
implementing Model for Improvement since enrollment in project support and during the three
months period preceding data collection. Findings showed that 20 (90.9%) health centers and 8
(38.1%) of the health posts implemented at least one quality improvement project since their
enrollment in the project; however, there are gaps in doing MFI regularly and up to the standard.
Documented follow-up measurement for targeted interventions was obtained only for 77.3% of
the health centers and 14.3% of the health posts. Only 59.1% of the health centers had a
workplan available for their most recent quality improvement project (Figure 4).

pg. 16 Study Report on the Role of Quality Improvement Initiative to Improve the Quality of Nutrition Services at
PHCUs

Implementation of quality improvement projects at HCs
(n=22)and HPs (n=21)
Work plan available for
most recent QI project

14.3
28.6

Health Posts

At least one QI project
currently active

14.3
38.1

Documented follow-up
measurement

59.1
72.7
77.3

Health Centers

90.9
0.0

20.0

40.0

60.0

80.0

Implemented at least one
QI project since GTN
support

100.0

Percent of facilities

Figure 4: Implementation of quality improvement projects among GTN supported PHCUs

Level of implementation of Model for Improvement was also assessed by identifying when major
MFI activities happened for the last time in each of the study health centers. Findings showed
that most recent QI team meeting, quality measurement, and quality improvement actions
happened during the last three months for 15 (68.2%), 10 (45.5%), and 9 (40.9%) of health
centers, respectively (Figure 5).
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Timing of most recent
QI team meeting

Timing of most recent
quality measurement

Timing of most recent
quality improvement
action

Figure 5: Timing of most recent MFI activities
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Activities of QI teams during the three months period preceding the survey showed that 15
(68.2%) of quality improvement committees had at least one minuted meeting during the three
months period. The proportion of health centers that set improvement targets and implemented
quality improvement interventions during the same period was 50.0% and 40.9%, respectively
(Figure 6). Few of the Health posts which implemented MFI undertake their problem
identification and implementation processes with the help of their supervising HC’s QI team.

Percent of HCs that conducted quality measurement activities during
last three months
Implement interventions

40.9

Identified possible interventions

40.9

Set targets for QI

36.4

Quality measurement

50.0

Topic identified for QI

50.0

Documented discussion on quality

68.2

Minuted meeting

68.2

Meeting

68.2
0.0

10.0 20.0 30.0 40.0 50.0 60.0 70.0 80.0 90.0 100.0

Figure 6: Quality measurement and improvement activities during the last three months at HCs

4.2.2.1 Quality measurement at HCs
During the one-year period preceding data collection, 20 (90.9%) of the health centers measured
at least one quality of care indicator as part of the process for MFI implementation. The median
number of indicators measured over a year was 4 (IQR: 2, 6). Iron folic acid supplementation and
malnutrition screening during ANC and malnutrition screening and vitamin A supplementation
among under-five children were the most commonly measured indicators among study health
centers. Majority of the interventions targeted by health centers were nutritional interventions
that are primary interest of the project in the health sector. However, though to a limited extent,
there were signs that MFI was also applied to general services of PHCUs including coverage of
maternal health services, family planning, and latrine utilization (Figure 7).
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Figure 7: Indicators used for QI through MFI at HCs during the last one year

Number of HCs that measured specific indicators for MFI during the last
one year
PNC coverage

1

PNC - nutrition counseling

1

Latrine coverage

1

ANC 4 coverage

1

PICT

1

FP integration

1

ANC coverage

2

Treatment of SAM cases

2

Diarrhea treatment with ORS and zinc

3

Skilled birth attendance

3

IYCF - counseling for mothers

4

PNC - malnutrition screening

4

ANC-BF counseling

4

ANC nutrition counseling

5

U2 children GM

5

U5 children deworming

7

ANC-deworming

7

U5 children VAS

9

U5 children malnutrition screening

10

ANC-malnutrition screening

11

ANC-IFA supplementation

14
0

2

4

6

8

10

12

14

16

Number of HCs

During the one-year period preceding data collection, a total of 96 measurement processes were
initiated by 20 health centers using 21 different quality of care indicators. Measurement
processes involved measurement of indicators at multiple time in 71% of cases. In 29% of the
measurement processes, there was only a one-time measurement with no follow-up measure
(Figure 8).
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How many times were quality of care indicators
measured during the last one year?
Once
29%
40%

2 - 4 times
Five or more times

31%

Figure 8: Measurement processes by number of measurements at HCs

Analyses of the dates of first and last measurements of indicators showed that on average the
duration between first and last measurements is much shorter than the expected period of
implementation. As opposed to findings on reported duration of implementation of QI models
with a median of 13 months, average duration between first and last measurement of quality
indicators is much shorter suggesting sub-optimal implementation intensity (Figure 9).

First measurement
Last measurement

Figure 9: Timing of first and last measurements of quality indicators at HCs
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4.2.2.2 Quality measurement at HPs
Eight of the 21 health posts reported implementing MFI. Reported quality measurement efforts
indicated that the most commonly measured indicator of quality was malnutrition screening
among under five children (Figure 10).
Figure 10: Indicators used for QI through MFI at HPs during the last one year

Number of HPs that measured specific indicators for MFI during the last
one year
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4.2.2.3 Quality improvement interventions and follow-up at HCs
Since the beginning of Growth through Nutrition’s support, a total of 61 QI projects were
implemented in the study health centers, averaging two QI projects per health center per year.
In the majority, 20 (90.9%) of the 22 study health centers implemented at least one quality
improvement intervention during the one-year period preceding data collection. The median
number of QI projects was 2.5 per health center (IQR: 2, 4; Range: 0, 5).
The proportion of health centers with at least one QI intervention during the last six months and
those with currently active QI interventions was 81.8% and 72.7%, respectively. However, followup measurement was a relatively weaker link in the quality improvement cycle. Given the nature
of indicators targeted for improvement, it is expected that data would be available at least on a
monthly basis because of the link between indicators used for quality improvement and the
monthly reportable set of indicators of the health system. However, only 54.5% of health centers
had at least one follow-up measurement and only 31.8% of them had three or more follow-up
measurement of any indicator during the three months period preceding data collection ( Figure
11).
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Implementation of quality improvement activities among GTN
supported health centers

Percent of HCs
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Figure 11: QI interventions and follow-up measurement practice of health centers

Interventions targeted by quality improvement projects were well aligned with indicators used
to assess gaps in quality of care. The most common QI interventions were nutritional screening
and supplementation targeting pregnant women and under-five children (Figure 12).

Interventions targeted by QI projects
Others

11.5

Institutional delivery

3.3

Complementary feeding counselling

3.3

Pregnant women nutrition counselling

3.3

Treatment of diarrhea with ORS and Zn

3.3

Breastfeeding counselling

4.9

Pregnant women deworming

4.9

U5 children deworming

6.6

Vit A supplementation

8.2

Pregnant women malnutrition screening

11.5

IFA supplementation

19.7

U5 malnutrition screening

19.7
0.0

5.0

10.0

15.0

20.0

25.0

Percent of QI projects

Figure 12: Interventions targeted by QI projects at HCs
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Change ideas implemented to address gaps in quality of care targeted by quality improvement
projects were mostly related to availing equipment and supplies and provision of trainings.
Details of specific quality improvement actions was obtained for 37 quality improvement
projects. Findings showed that 15 (40.5%) of these actions were related to making necessary
equipment and supplies available (Table 4).
Table 4: Quality improvement actions at health centers (n=37)
Action point
Availing equipment and supplies
Training for health workers
Awareness creation for the community
House to house U5 screening for malnutrition
Cooking demonstration
Meeting with religious leaders
women dev army meeting
integrated malnutrition screening with GMP
rewards/incentives
strengthen referral between HP & HC

Percentage
40.5
18.9
13.5
5.4
5.4
5.4
2.7
2.7
2.7
2.7

Lack of follow-up measurements and long intervals between follow-up measurements for quality
improvement projects were also common problems. Since the beginning of Growth through
Nutrition’s support, there were 96 measurement processes in the study health centers. Among
these measurement processes, only 68 (70.8%) involved measurement on at least two time
points and between-measurement intervals were shorter than five weeks only in 48 (50.0%) of
measurement processes. In seven instances, between measurement intervals were longer than
20 weeks (Figure 13, Figure 14).
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Frequency of follow-up and between measurement duration
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100.0
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Measurement processes
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points
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Figure 13:Quality measurement processes - frequency and between measurement interval

Beteween measurement intervals for measurement processes
with multiple measurement instances (n=68 measurements)
Average interval between measurements
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35
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0
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Figure 14: Average between measurement intervals in weeks at HCs

4.2.2.4 Quality improvement interventions and follow-up at health posts
As described earlier, eight (38.1%) health posts implemented MFI following support from the
project. Six of the eight health posts also reported having an active QI project at the time of data
collection. Quality improvement action points/change ideas at health posts were mostly related
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to availing equipment and supplies and creating awareness among pregnant women. Other
actions included community mobilization and discussions with kebele administrators.
Interventions targeted by quality improvement projects at the HPs were well aligned with
indicators used to assess gaps in quality of care. The most common QI interventions were
nutritional screening of under five children and pregnant women, deworming of U5 children
along with vitamin A supplementation (Figure 15). Availing drugs, materials and equipment,
awareness creation and community mobilization were the common action points that the HP
team used to increase quality of the targeted services (Table 5).

Intervention Targeted by QI projects at the health posts
Complementary feeding counseling

type of QI projects

Vitamin A supplementation
Pregnant women malnutrition screening
U5 malnutrition screening
iron supplementation
Deworming for under five
ANC 4 coverage
0

1

2

3

4

5

6

7

Figure 15: Interventions targeted by QI projects at HPs
Table 5: Quality improvement actions at health posts (n=43)
Action points

Number of HPs

Avail equipment and supplies
Awareness creation for all pregnant women

10
13

Community mobilization
Awareness creation HEWs

7
2

Discuss with kebele leaders
House to house visit and counseling

4
5

Using development Army and 1 to 5 arrangements

1

Demonstration of food preparation

1
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4.2.2.5 Documentation of QI activities
Documentation of different quality improvement activities was assessed by interviewing quality
improvement focal persons and reviewing records of quality improvement activities including
meeting minutes and log books. Findings indicated that meeting minutes are almost universally
documented; complete documentation of other QI activities was also observed in more than half
of the health centers. However, documentation was partial on different specific areas of quality
improvement processes for several health centers. Documentation of quality measurement
results, description of measured indicators, analyses methods, improvement workplan, and
follow-up measurements was found to be sub-optimal (Figure 16).

Documentation of QI activities in health centers
Description of follow-up
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Workplan with timeline and
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22.7

40.9

59.1
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45.5
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22.7

95.5
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Figure 16: Documentation of QI activities

4.2.3 Implementation of Kaizen
Kaizen has been implemented in 21 (95.5%) of the 22 study health centers and 20 (95.2%) of the
21 study health posts. Quality improvement focal persons, QI team members, and Health
Extension Workers were familiar with the concept of Kaizen.
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Kaizen was implemented throughout all departments in 15 health centers while its
implementation was limited to maternal and child health units in five of them. There were clear
signs of efforts to implement Kaizen in most of the health facilities included in this study. Progress
towards implementing Kaizen as a daily routine was in general higher for initial steps including
sorting, straightening, and shining. However, there was relatively lower achievement in the areas
of standardizing and sustaining. Kaizen was to some extent better implemented in health posts
than in health centers (Figure 17).

Level of implementation of Kaizen by
dimensions of 5S
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10.0
0.0
Health Centers
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Figure 17: Level of implementation of Kaizen among health centers and health posts by dimension

Pictures of different units of HCs and HPs before and after the implementation of Kaizen indicated
that the model has been effective in creating a clean and conducive working environment.
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4.3 Effectiveness of QI activities in improving nutrition interventions at HCs
A total of 61 quality improvement projects were reported by 20 of the 22 study health centers.
Two health centers didn’t implement any quality improvement project even though they
received training and other support from the project and established QI teams. Follow up
measurements were available for 54 quality improvement projects from 18 health centers.
Evidences of improvement was found for 35 (64.8%) of the quality improvement projects.
Evidence of improvement was too few run for 26 (48.1%) of the projects and consistently
increasing trend for 9 (16.7%) of the projects. There was no evidence of quality improvement for
19 (35.2%) of the quality improvement projects. Aggregate data showed that 14 of the health
centers have improved quality of care through MFI. This result is marginally significant compared
to the LQAS decision rule of 14 out of 22. (Figure 18)
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*An indicator is considered to have improved if follow-up measurements show one or more of the criteria
for improvement (shift, trend, too few runs, and astronomical data point)

Figure 18: Algorithm for classifying health centers based on effectiveness in improving quality through MFI
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4.4 Effectiveness of QI activities in improving nutrition interventions at HPs
Fifteen quality improvement projects were reported to have been implemented by six health
posts supported by their respective supervising health centers and the Growth through Nutrition
project. The projects were characterized by limited follow-up data. Three projects had just
baseline measurements only and four projects had only two measurements. Among the eight
projects that had three or more measurements, evidence of improvement was observed only for
three of them (Figure 19).
Figure 19: Availability of follow-up measurement and effectiveness of QI projects at HPs

Number of QI projects at HP

Effectiveness of QI projects at HPs
8
7
6
5
4
3
2
1
0

7
5
3

Less than three
measurements

No improvement

Improvement

4.5 Facilitators and barriers of implementation of QI initiatives
Qualitative data collected through key informant interviews and focus group discussions
identified a number of facilitators and barriers to implementation of quality improvement
models.
4.5.1 Facilitators
Four major categories of facilitators were identified: 1) structure, 2) support, 3) capacity for
service delivery, and 4) simplicity of QI models.
Structure
Quality Improvement teams were available universally in the study health centers and in a few
health posts. The teams played leadership and coordination roles in implementing quality
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improvement for different nutritional interventions. The involvement of Health Center heads and
other officials as leads or members of the QI team created an important link between proposed
quality improvement actions and decision-making processes by health center management
teams. The work of QI teams was better facilitated when there were sub-teams responsible for
measurement and improvement of quality in their respective units. Creating a team responsible
for measuring and improving quality of care was also a facilitator at health post level. A health
extension worker from a health post that implemented both MFI and Kaizen described this as:
The formation of a committee for QI and my commitment to measure and evaluate my
own activities and performance facilitated implementation of QI in the health post …
Orientation about Kaizen that I was provided by the supervisor during introduction was
very helpful … Facilitators for MFI implementation were the same as those for Kaizen.
HEW, Oromiya Region
A QI focal person and FGD discussant in one of the health centers in Oromiya also indicated
that, strong involvement of leaders from woreda health office and mainstreaming QI activities
in the routine health system structure would further strengthen delivery of quality nutrition
services at the health centers

Support
Trainings provided on quality improvement models was reported as an important factor that
enabled health centers to initiate MFI and Kaizen in their respective institutions. Supervision was
one of the areas of support the Growth through Nutrition Project was commonly acknowledged
for even though there were limitations in its regularity. Supervision sessions helped quality
improvement focal persons and teams to address their practical challenges in the area of quality
improvement and nutrition interventions. Health Centers were able to implement QI models
better when technical as well as material support from WoHOs and other partners is better. A
member of QI team from one of the study health centers described the role of support from
WoHOs and the project as
The first thing that facilitated implementation of QI in our health center is the provision of
trainings by the project even though it was not adequate. Training was provided on both
Kaizen and MFI. The other thing was supervision and monitoring of our activities … During
supervision time they give us feedback and also take corrective measures for those gaps.
FGD Participant, Amhara Region
pg. 33 Study Report on the Role of Quality Improvement Initiative to Improve the Quality of Nutrition Services at
PHCUs

Capacity for service delivery
Quality improvement activities were reported to be facilitated where there is strong service
delivery capacity. The presence of motivated and committed staff, medical equipment, and
uninterrupted availability of drugs and other supplies required for service delivery were
facilitators of implementation for QI activities too. The role of service delivery capacity in
implementing QI processes was described in one of the FGDs as:
The first facilitator of QI implementation is the presence of trained man power. The second
is motivation of health workers to implement QI. The third is that there is no shortage of
rooms and registration books and other supplies are available. In addition, there is good
relationship between the health center and WoHO.
FGD participant, Amhara Region
Better access to alternative financial resources, reported by health centers with more flexibility
on how they utilize internal revenue, allowed health centers to ensure continuous availability of
supplies and at the same time facilitated implementation of proposed quality improvement
projects.
Facilitators for MFI implementation are similar to those for Kaizen. Training, continuous
supportive supervision, and follow up from the project enabled us to sustain
implementation of MFI… Availability of different budget at health center level that can be
used when needed … created good opportunity for implementation of MFI.
FGD participant, Oromiya Region
Simplicity of QI model
Key informant interviews and focus group discussions revealed that the concept of Kaizen was
clear to HEWs, QI team members, and other staff of health centers. Quality Improvement
teams also considered Model for Improvement a simple and applicable tool in their respective
settings. Team members involved in FGDs were conversant with steps involved in quality
improvement projects. A WoHO expert supervising QI activities described that the QI models
are simple but health professionals may not realize it until they test it.
Professional who are working in MCH units had the attitude that they couldn’t do it ....
But once they started to implement it, they appreciate that the activities are actually
simple and that they could implement them.
KII from WoHO
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4.5.2 Barriers
Several barriers to implementation of quality improvement processes were identified. The major
barriers were related to 1) Limited ownership and focus on reportable output indicators, 2)
Limited technical capacity on QI processes, 3) Interventions beyond HC control , 4) inadequate
support, 5) Capacity at the HP level and 6) contextual factors.
Limited ownership and focus on reportable output indicators
Priorities of health centers and health posts were highly dependent on expectations of WoHOs.
As a result, unplanned activities and pressure to deliver more services, as measured by indicators
of quantity than quality, led to compromises in the implementation of QI processes. A health
extension worker from one of the study health posts in Oromiya expressed her disappointment
with the level of emphasis placed on reports on output indicators as:
I am very disappointed by the evaluation made last month … I have been working all five
days in the community. If your effort is not given enough value, your moral and interest to
serve will decline. A worker can be ranked better by reporting an activity that is not carried
out. Quantity should not be the only criteria for evaluation; rather the community should
get quality health services.
HEW, Oromiya Region
It was also not uncommon for health professionals outside of QI teams to consider QI activities
as secondary or even beyond their responsibilities. It was also reported that some health center
staff expect additional payments for their role as members of quality improvement teams or subteams.
Limited technical capacity on QI processes
Staff turnover along with limited transfer of knowledge/skills and responsibilities in relation to
QI processes has led to gaps in technical capacity of health facilities on QI processes. Interruptions
in QI processes, weak documentation of QI activities, and inadequate follow-up of QI projects
were possibly linked to these gaps in technical capacity. On-site trainings/orientations provided
to PHCU staff were effective in terms of introducing the concept to higher number of staff from
each health center; however, the approach was not considered adequate. Key informants and
FGD participants suggested training all health professionals in their respective health facilities to
address this gap.
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There are several challenges … health professional in the health center didn’t get adequate
training. All they received is simple orientation about QI. It would have been good if they
received the full training; I know it may not be feasible though.
QI Team Member, HC in Amhara Region
Interventions beyond HC control
Quality Improvement focal persons and teams repeatedly mentioned that some of the
interventions they propose to address root causes of problems in nutritional interventions
require actions beyond the control of their health centers. These reflections indicate limitations
in the capacity of QI teams in the areas of prioritizing interventions and engaging external
stakeholders. The supply chain system is one of the barriers linked to partners external to health
centers. A QI team member from a health center in Oromiya region described stockout of drugs
as a barrier beyond the HC’s control as:
One of the barriers to implementation of QI is shortage or absence of drug supply in
required amount and time. For instance, absence of iron folate supply when needed
interrupted consistency of quality services affecting implementation of MFI in the health
center.
HC QI team member, Oromiya Region
Inadequate support
Implementation of QI was reported to be challenged when support from WoHOs is inadequate.
Shortage of HMIS inputs, limited financial support for QI activities, lack of regular supervision,
and review, and inadequate refresher trainings were commonly mentioned as barriers to
implementation of QI activities. It is also identified that most of the health posts which
implemented MFI had a strong support from the team at their respective supervising health
centers. However, the support health posts currently receive from health centers is sub-optimal
in most cases. This entails the need for strengthening the link between health centers and health
posts in the implementation of QI activities.
Capacity at the HP level
The implementation of MFI is limited at health post level. This is mainly due to limited attention
given to MFI, compared to Kaizen, at health post level and inadequate technical capacity, on how
to implement the model at health posts, as reported by the HEWs not receiving adequate support
from their supervising health centers. HEWs in the studied health posts were less familiar with
the concept of MFI and its implementation as they were with the concept and implementation
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of Kaizen. Most of the HEWs in health posts in this study were not aware about MFI and they
were not implementing it. HEWs who have been implementing some of the key components of
MFI also lack adequate information about the concept. A key informant from a health post in
Tigray region, who has been implementing important improvement steps, indicated that she has
limited awareness on the concept of MFI.
“…we have no idea about MFI but, in my guess, it is what I told you before that the activities
conducted by the committee belong to MFI. The committee discussing on the activities at
the kebele that identify well performed and low performed activities. As a result, possible
solution will be implemented; there will also be follow up every three months …”
HEW, HP from Tigray Region
Contextual factors
Some contextual factors were also identified as barriers to implementation of QI activities. These
included security issues, weak HC - HP linkage, and poor facility structure. These factors affected
implementation of interventions proposed by QI teams and sub-teams. A QI team member from
one of the study health centers described his observation at supervisee health posts as:
The health posts we currently have are even below standards of an ordinary peasants’
house. With this level of infrastructure, it is difficult to implement QI activities especially
for Kaizen even if the health extension worker wants to implement it. She just cannot do
it because of the infrastructure.
FGD Participant (QI team member at HC)
The problem was also commonly reported as a barrier in health centers. The other problems is
related to physical infrastructure, especially in
Infrastructure is a challenge to implement Kaizen, our classes are too narrow … multiple
services have to be provided in a single room … resulting in disorganized arrangement of
equipment and materials … it will not be attractive for sight ... W also have also a problem
of water supply; there is no water; we have to buy 20 litter (one jerrican) water for five
birr … applying Kaizen is therefore difficult.
Key Informant (QI team member at HC)
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5 Discussion of key findings
Recent increase in coverage of health facility visits among mothers and children for services
including antenatal care, facility delivery, postnatal care, child vaccination, treatment of common
childhood illnesses, and other health facility-based services (3, 6, 17) has created huge
opportunities for the provision of nutritional counseling, screening, supplementation, and
treatment services for women and children. Ensuring that every opportunity created during
health facility visits is used to provide essential nutritional interventions requires a system for
continuous measurement and improvement of comprehensiveness of care. According to the
national healthcare quality strategy of Ethiopia, these aspects of care are related to one of the
six dimensions of quality, effectiveness. The national strategy defines effectiveness as “providing
services based on scientific knowledge to all who could benefit, and refraining from providing
services to those not likely to benefit” (18). The systematic process of understanding and
improving quality in healthcare facilities, commonly named as healthcare quality assurance, (19)
requires every facility to have a functional quality improvement infrastructure, quality
measurement processes, and quality improvement cycles (18). Findings of the current study
showed that quality improvement structures including multidisciplinary QI committees, a focal
person for quality improvement, and in some facilities department-specific quality improvement
sub-teams are available. The establishment or revitalization of these structures since enrollment
in the project support has been instrumental for the implementation of quality improvement
models in study health centers.
Quality improvement projects implemented through MFI were mostly effective in improving
targeted quality of care indicators. In general implementation of MFI allowed study health
centers to improve quality of various nutrition interventions. However, it is also important to
note that quality improvement projects implemented by study facilities were few in number
compared to the duration of the project support and mostly confined to MCH units despite
provision of support for establishment of QI teams involving different departments. There was
also no evidence of effectiveness for more than one third (35.2%) of the quality improvement
projects suggesting failure to identify root causes or design effective change ideas in several
instances. The use of both Kaizen and MFI as quality improvement models created an opportunity
to classify possible causes of poor quality into immediately actionable causes and causes that
need a process of investigation and testing. This study showed that the most common change
idea implemented through MFI was fulfilling equipment and supplies indicating missed
opportunities to fulfill minimum standards as part of Kaizen implementation.
Despite universal availability of QI structures, functionality of QI teams in study health centers
has been sub-optimal. Studies on healthcare quality improvement methods indicate that short
but regular improvement cycles are more effective in achieving improvement goals of QI teams
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(20, 21). Quality improvement guidelines for nutritional interventions in health facilities also
recommend monthly review of the status of quality of care indicators. However, in this study it
was found that only less than one third of QI teams have met at least once during the one-month
time preceding data collection. Too infrequent measurements were also common; for half of the
measurement processes initiated by study health facilities, there was either just one-time
measurement or very wide intervals between measurements.
Use of measured data for making decisions is an important principle of quality improvement since
the early years in the history of healthcare quality improvement (19, 22). Incorporating quality
improvement and data use principles has also been an important feature that the national
healthcare quality strategy intends to strengthen at all levels of the health system (18). In this
regard, study health centers performed relatively lower. The least implemented aspects of
quality improvement processes among study health centers and health posts were related to
follow-up measurement and documentation of QI activities.
Qualitative data from this study revealed that implementation of QI processes is compromised
when supervisors provide limited support and staff consider quality improvement as extra task.
This was consistent with findings of a study on drivers of success for continuous improvement
projects in healthcare which identified that managerial support, effective communication, and
affective commitment of staff as primary drivers of success for continuous quality improvement
projects in healthcare (23). This study also revealed that HPs striving to implement the QI
initiatives were the ones strongly supported by their supervising health centers. This indicates a
strong link between the two can improve better implementation of the initiatives hence
improved nutrition service outcomes. This can also be translated through establishing a strong
link with the woreda health office, which is found to be weak in the study areas in a way they can
support the PHCUs, for a better implementation of QI initiatives.
Ensuring that indicators measuring quality of care are priority above all other data elements
reportable by providers was one of the prioritized intervention areas of the Ethiopian National
Healthcare Quality Strategy (18). Despite high level of attention placed on quality of care in policy
documents (11), the current set of reportable indicators in the Ethiopian health sector mostly
focus on volume of care than quality of care (24). This situation creates immense challenges to
health managers and service providers who aspire to lead health facilities with a focus on quality
of care. Findings of this study indicated that implementing quality improvement models has been
challenging whenever supervising officials including those from Woreda Health Offices give more
emphasis on volume than quality of care.
Findings of this study also showed that the implementation of MFI at health post level has been
limited to only few health posts. While this was in general the result of limited attention given to
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MFI implementation as compared to that of Kaizen, at the health post level, the concept of MFI
also lacked simplicity for HEWs to implement it with the current level of support they receive
from respective supervising health centers.
In conclusion,
-

-

-

-

-

-

Quality improvement models have been effectively introduced in project supported
PHCUs. Institutionalization is however in its early stage. Quality improvement teams are
universally available but their functionality is sub-optimal particularly in the areas of
follow-up measurements and documentation. Maintaining regularity in the conduct of
quality improvement meetings, quality measurement, and quality improvement actions
was also a major gap.
Implementation of Kaizen has been universal in both health centers and health posts. All
facilities implementing Kaizen have shown evidences of good progress in implementing
Kaizen except in the areas of standardization and sustaining.
Implementation of MFI was universal in health centers but it was tried only by a very small
number of health posts.
Health centers supported by the project were in general effective in improving quality of
health facility-based nutrition interventions; however, evidence of effectiveness was not
demonstrated in several quality improvement projects suggesting sub-optimal capacity in
identifying root causes, designing effective change ideas, and monitoring progress.
Dwelling on first QI projects, limited follow-up measurements, and focusing on gaps that
could have been addressed with one-time action were among the major limitations of
health centers in designing and implementing QI projects.
QI processes have focused only on technical aspects of care. Clients’ perspectives didn’t
get adequate attention in the identification of problems and also the design of alternative
solutions.
Establishment of QI structure involving QI team, focal person, and QI sub-teams, support
from the project in the form of training and coaching, strong service delivery capacity,
and simplicity of selected models for quality improvement were facilitators of effective
implementation.
Barriers to implement the QI models included unbalanced focus on reportable output
indicators, limited technical capacity ownership of QI processes, inadequate support from
WoHOs, and contextual factors affecting service delivery processes.

Limitations of the study
The main limitations of this study arise from dependence on secondary data sources for assessing
the effectiveness of QI projects. The use of secondary data sources to measure effectiveness of
QI projects denied the possibility to control the quality of indicators used to measure
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performance as well as their measurement processes. Findings of this study are therefore as
accurate as measurements made by quality improvement teams. The fact that members of
quality improvement teams have received intensive trainings and provision of standard
indicators with clear guidelines on their measurement as part of the project’s support allows us
to be confident enough to base our conclusion on available data.

6 Recommendation
General
-

Introduce a monitoring system that allows timely assessment of the progress of health
centers and health posts in implementing MFI and Kaizen.
Improve documentation of QI processes at all levels through the introduction of standard
procedures on the what and how of documentation required by MFI and Kaizen.
Improve the intensity of implementation of QI activities and scale-up to cover more
PHCUs

Engagement of management/supervisors
-

Engage supervisors including Woreda Health Office staff with the purpose of making
quality of care a priority and providing continuous support to PHCU QI teams.
Implement QI processes at higher level (WoHO) to ensure adequate support to QI at
PHCUs and address issues that are beyond the control of PHCUs.
Advocate for formal inclusion of quality improvement activities as part of the roles and
responsibilities of healthcare workers at health facilities.
Strengthen the support system between health centers and health posts for proper
implementation of QI activities.

Support from Growth through Nutrition Project
-

-

There is a need for continued support in order to ensure quality improvement is
institutionalized in target PHCUs.
Strengthen follow-up of quality improvement teams with a clear exit strategy and
sustainability plan to ensure continuity of QI processes even in the absence of the
project’s support.
Emphasizing on institutionalizing quality improvement as a facility-wide intervention,
instead of focusing only on MCH units, may have more sustainable impact on
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-

implementation of health facility-based nutrition interventions. It is important to test and
scale-up expanded target (facility-wide) for quality improvement processes.
Devise mechanisms (eg. virtual learning through internet) to facilitate uninterrupted
functioning of QI teams even in situations where staff turnover is high.

Linkage between Kaizen and MFI
-

Lack of basic equipment and supplies is an important determinant of quality of nutritional
interventions. It is important that these factors are addressed before considering MFI as
solution. Kaizen in preparation for MFI can be considered as a strategy to ensure that MFI
focuses on issues that need more stringent measurement and improvement processes.

Implementing Model for Improvement at health posts
-

A simplified process for implementing MFI at health post level is needed.
Strengthen the support system from health center’s QI team to HP level QI teams.

Community engagement
-

Strengthen involvement of community members in the process of identifying gaps and
designing solutions as part of QI processes at HC level.
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Annexes
Annex 1: Data collection tool for HCs and HPs
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